the other hand, there are significant advantages for the pharmaceutical industry in that requirements for information are harmonized.
On the important point made by Sir Derrick on wasteful requests for the repetition of animal and clinical studies, the UK have never required this; all data provided are judged on their merits.
I feel that we need not worry that, in medicines control, what the USA does today, we tend to do tomorrow. If anything, the Food and Drug Administration are adopting the advisory committee system that has worked so well in this and other countries such as Denmark, Holland and New Zealand. Yours faithfully E L HARRIS 26 April 1978 The pelvic ureter From Dr Don Skinner Ladysmith, Natal, South Africa Dear Sir, I thank Mr Brudenell for his reply (February Journal, p 154) to my letter (November 1977 Proceedings, pp 827-828) regarding ureter identification during abdominal hysterectomy.
Perhaps I did not make myself clear. I agree that visualization of the ureter by dissection at the point where it runs deep to the uterine artery into the bladder would involve some consequent bleeding. However, if the uterus is elevated anteriorly by traction, the course of the ureter can frequently be clearly seen through the transparent pelvic peritoneum and posterior leaf of the broad ligament to below cervical level, without involving dissection.
I must take issue with him that palpation of the ureter where he says it is most likely to be damaged is inaccurate. The ureter is eminently palpable below the level of the uterine vessels and inferomedialJy to the point where it enters the bladder, and can also frequently be palpated through the bladder wall.
Before and after clamps have been applied and removed and pedicles ligated, the relationship of the ureter to the abovenamed can be accurately determined by palpation. The characteristic 'snap' of the ureter as it is rolJed between forefinger and thumb is, once learnt, not easily forgotten. Not infrequently, a double ureter can be palpated in this way, subsequently confirmed by an intravenous pyelogram.
Derk Crichton (1965, 1972) has made a special study of establishing the precise mode of causation of ureteric injuries at abdominal hysterectomy. He found that ureteric injury usualJy occurred at abdominal hysterectomy when the ureteric Position in the uterosacral ligament was distorted by fibrosis or celJulitis, whereby it became buckled upwards and approximated to the posterolateral aspect of the cervix. The popular view that the ureter is injured when clasping or ligating the uterine artery was seldom found responsible. He stated, furthermore, that the prevention of such ureteric injuries depended on obtaining a discrete grasp upon the uterine vessels near the uterus, and palpating and defining the position of the ureter in the uterosacral ligament by palpation (and if necessary by visualization) before applying the clamp to the uterosacral ligament and lateral vaginal angle. It must be emphasized that the recurrence rate in our series (May Journal, p 339) folJows a biopsy excision only with no other therapy. This treatment was initiated because some of the patients refused any further surgery and others had serious concomitant disease, or were aged.
What is perhaps most interesting is the fact that none of these patients died of disseminated disease within the first five years. are helpful in that they recount the more recent findings in two centres renowned for their interest in this subject. Both units have had a close liaison between diabetologist, obstetrician and paediatrician in their respective hospitals and, perhaps, have rather taken for granted that this close working re-lationship is all-important in attaining a healthy baby.
Dr Watkins' contribution entitled 'Diabetic control in pregnancy and labour' provides us with an excellent overview but little practical detail on management. All contributors are agreed that good diabetic control has been one of the factors responsible for the falling perinatal mortality. Thus, how this can be achieved is vitally important and should have been discussed in more detail. Good diabetic control can only be achieved by frequent blood glucose monitoring so that diet alone or diet plus a twice or thrice-daily insulin regime can be instituted. If the patient is not to stay in hospital for most of the pregnancy, then home monitoring of blood glucose is an alternative solution. Patients can carry out home blood glucose tests using a Reflomat or Eyetone Reflectance meter with the appropriate reagent stick. Provided careful instruction is given, most women are prepared and able to carry out such tests for the duration of the pregnancy. The majority of these become so expert that they are able to alter their insulin dose appropriately. We have found that patients wiIlmeasure their blood glucose between 8 and 28 times per week.
Management during delivery has been simplified by introduction of insulin infusions during labour. Blood glucose can be maintained at 5 mmol/l on an indefinite basis. Anaesthetics can be given at a moment's notice without running the risk of inhalation of a recent meal. The observation by Brudenell that fetal distress was significantly reduced in those patients receiving insulin infusions during delivery is important and needs confirmation.
The precise timing of delivery generates much more debate. Since prematurity generally is associated with complications, and since the offspring of the diabetic mother has been shown to sutTer from the pathologies associated with prematurity to an even greater degree, on a priori grounds early delivery should be avoided. Ideally delivery should take place at term. The trend has been to deliver babies at a later gestation and, despite this, the birth weight of these older babies has not increased. Thus with better control, macrosomnia is now minimal and probably delivery in the 38th week is safe.
Professor Malins highlights the high congenital malformation rate which has not decreased in recent years. Urgent work needs to be done to track down causes.
Neonatal care has improved dramatically in the past 15 years and also contributed to decrease perinatal mortality. It has been said that once the 37th week of gestation has been reached, delivery is safe for the infant. Whilst this policy may be safe in p 357 ) has shown much thought and ingenuity in constructing continent urinary reservoirs using the terminal ileum and caecum, with some good results. At present it seemsthat an isolated Kock ileal pouch, with afferent and efferent spout valves has certain advantages, some of which he has pointed out. These include: a reservoir of suitable capacity which allows the patient to remain continent without catheter drainage during the night; no back pressure during filling since there is very little increase of intra-reservoir pressure until its definitive capacity is reached; then no back pressure if the reservoir is not emptied because of the afferent valve; minimal metabolic and mucus problems; preservation of the terminal ileum, ileocaecal valve and caecum for their normal physiological functions.
As it only takes about two hours to make such a continent ileal pouch urinary reservoir, operating time is not significant.
Further experience of these newer continent urinary reservoirs is necessary before any recommendations can be made. There is, however, a problem which arises from time to time when a. well-reduced fracture in a young patient redisplaces after a week or so. Should one accept the deformity and loss of
